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ABSTRACT
Understanding the pathways that expose women to HIV transmission are vital in improving HIV
prevention, especially among a “hidden” group of women without pre-established known risk for
HIV. We investigated the pathways which place certain women at greater risk for HIV in a
qualitative exploratory study with theoretical sampling using an emergent theory study design
in an urban setting in Indonesia. We conducted semi-structured interviews with 47 HIV-
infected women, one focus group discussion with five young women who occassionally
engage in sex work, participant observation at six sex work venues and two midwife clinics,
and 11 informal interviews with midwives, nurses, and obstetricians. Our research found that
many women not characterized as belonging to a “high-risk group” or “key population” were
nevertheless at increased risk for HIV. A history of sexual abuse, premarital sex, divorce, or
involvement in sex work, often precipitated by poverty coupled with discriminatory public
health policies further heightened women’s exposure to HIV. While reaching at-risk
populations is a key strategy in HIV prevention, a novel and more tailored approach is needed
to reach more hidden categories of women with less apparent risk behavior yet considerable
risk for HIV infection.
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The HIV epidemic in Indonesia was initially concen-
trated in key at-risk populations, particularly among
people who inject drugs (PWID) (Afriandi et al.,
2009). However, the epidemic was predicted to spread
beyond the at-risk PWID population (Des Jarlais
et al., 2012), and certain structural policies born from
normative discrimination against sexual nonconformity
in Indonesia have enabled this epidemic transition to
other at-risk populations as well as to “hidden” vulner-
able groups (Indonesian Ministry of Health, 2014).
With low HIV prevalence and incidence in the general
population – 0.4 and 0.3 per 1000 population
(UNAIDS, 2018) – identifying these vulnerable groups
that are “hidden” among general population is relevant
to HIV prevention strategy. In a cohort of clients at the
biggest HIV clinic in Bandung, Indonesia collected in
over seven years, only 7% women identified as female
sex workers (FSW), 16% women had a history of
injecting drug use (compared to 74% of men), and
26% had a positive partner (4% in men) at HIV diag-
nosis (Rahmalia et al., 2015). Notably, more than 50%
of these women could not be ascribed to a pre-estab-
lished HIV risk group.
Social and structural factors can increase women’s
vulnerability to HIV acquisition, as seen in Nepal and
Vietnam, where cultural sexual norms influence HIV
vulnerability (Menger et al., 2015; Son et al., 2016).
Identifying these new types of vulnerability is critical
for further HIV prevention (Krishnaratne et al.,
2016). Therefore, we set out to understand what social
factors increase women’s vulnerability to HIV acqui-
sition in Bandung in the midst of changing HIV
epidemiology.
Given that socio-structural factors are multidimen-
sional, accumulative, and difficult to assess (German &
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Latkin, 2012; Gupta et al., 2008), we opted for a qualitat-
ive methodological approach to facilitate identifying the
vulnerability pathways leading to HIV infection among
Bandung women.
Methods
Study site and population
The study took place in Bandung, an urban area with 8.5
million population and 97% identified as Muslims (Stat-
istics Indonesia, 2010, 2017). Bandung is the capital of
West Java, a province with the third highest HIV inci-
dence in Indonesia (Adriansyah & Firdausi, 2017).
Employment in ≥15 year olds is 51% in women and
81% in men (BPS Kota Bandung, 2020).
Study design and sampling
Qualitative exploratory research was conducted to inves-
tigate the vulnerabilities and retroactive pathways to HIV
among women living with HIV in Bandung triangulating
in-depth open and semi-structured interviews and par-
ticipant observation. Theoretical sampling was applied
with a total of 52 women recruited for the study via tele-
phone or face-to-face contact. For maximum sample
variation, we recruited 47 HIV-positive women, includ-
ing those who dropped out or had not started treatment,
for in-depth interviewing from 3 HIV clinics, 2 public
health centers, 4 sex work venues, 1 midwife clinic, 1
Red Cross blood donation center, and 1 tuberculosis
clinic. We recruited five women for a focus group discus-
sion who were “indirect” sex workers (i.e., meeting
online clients for sex while also having other jobs) and
who tested HIV negative or have never tested to examine
the dynamic of known risk with unknown HIV status.
Finally, informal interviews were held with 4 obstetri-
cian-gynecologists, 2 midwives, 1 general practitioner,
and 5 nurses/HIV counselors to explore HIV testing
and sexual and reproductive health (SRH) services.
Ethical consideration
All in-depth interview participants provided written or
verbal informed consent. The research received ethical
approval from the Health Research Ethics Committee of
the Faculty of Medicine Padjadjaran University in Ban-
dung, Indonesia No. 143/UN6.C1.3.2/KEPK/PN/2016.
Data collection
In the in-depth interviews, data were collected with open-
ended questions using a continuously adapted interview
guide. A total of 47 interviews were carried out at public
parks, cafes, or respondents’ residence. For respondents
whose male partners were involved in their HIV treat-
ment, the partner was informed of study participation,
but respondents chose whether partner could be present
during interview. Only one respondent was interviewed
with her husband present.
The in-depth interviews explored circumstances that
potentially exposed women to HIV; sexual and marital
history; and perceived power over decisions related to
sex and healthcare. The lead author, native to the area
and fluent in the local languages, conducted all inter-
views, allaying cultural and linguistic misinterpretation.
Most interviews lasted between 1 and 2.5 h. The inter-
views were not recorded, mitigating any participant dis-
comfort. The interviewer took notes during the
interview, typed a full summary directly afterwards and
made interview and analytical memos for each interview.
The full summaries were written in English.
In the focus group discussion with five at risk women
with unknown HIV status, we explored knowledge of
HIV and their risk perception; risk behavior; and experi-
ence with HIV prevention and testing. All participants
consented to audio recording prior to the interview. A
co-author with experience in youth SRH programs facili-
tated the focus groupdiscussionwhile the lead author tran-
scribed the audio recording and translated it to English.
Participant observation was conducted during mobile
VCT in 3 brothels, 2 massage parlors, and 1 karaoke
bar. Informal interviews with 7 female workers at the
sex work venues investigated their work situation, back-
ground, perceptions of HIV risk, and condom use.
More participant observation and informal interviews
with 2 midwives, 4 obstetrics-gynecologists, 5 nurses/
HIV counselors, and 1 general practitioner working in
sexual and reproductive health at public and private hos-
pitals exploredHIV testing and the scope of SRH services.
All data collected were stored in a password-protected
folder and backed up to an external hard drive monthly.
In the summaries, the researcher assigned pseudonyms
unrelated to respondents’ real name.
Data analysis
The data were analyzed through inductive or open cod-
ing concurrent to data collection. The analyses were
reiterated until data saturation. Axial coding was per-
formed to facilitate the analytic process. Data manage-
ment and analysis was carried out on RQDA in the r
platform. Analytical validity was ensured by team
approach to data analysis and coding, and by presenting
initial findings to groups of colleagues and peers.
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Concept definitions
We define vulnerability beyond the common interpret-
ation in epidemiology as risk, i.e., a probability of getting
infected/becoming sick/having a condition with an
increment of a risk factor. In this study vulnerability is
related to perceptions, underlying social structures, and
cultural logics rendering individuals susceptible to a dis-
ease by choice or by circumstance (Nichter, 2001).
HIV exposure refers to exposure via unprotected sex-
ual transmission.
Sex work refers to all sexual activities where women
received money or other material gains and perceived
the activity as “work”. It includes transactional sex
between a mistress and her “sugar daddy”, but not
between a girlfriend and a boyfriend, nor a wife and
her polygamous husband even though men in these
relationships provide financial support.
Results
Based on our findings, we defined two categories of HIV
transmission risk: women’s risk (sex work; multiple mar-
riages; multiple non-marital sexual partners; PWID) and
their sexual partner’s risk (PWID; had other female/male
sexual partners). Theoretical saturation was reached
upon completing semi-structured interviews with 47
women living with HIV, a focus group discussion with
five young women engaging in occassional sex work
and with unknown HIV status, participant observations
and 11 informal interviews at sex work venues, public
health centers, midwife clinics, and obstetrics and gyne-
cology clinics at public and private hospitals.
Sample characteristics and HIV transmission risk
All women living with HIV were between 18 and 42 years
old, some with a rural upbringing, some having worked
elsewhere in Indonesia. Ten women had dropped out of
school at various levels. Six women had never been mar-
ried nor had any children. Of the 15 women with a history
of sex work, 10 were diagnosed during a screening at sex
work venues (Table 1). Twelve women were diagnosed
while pregnant: seven at antenatal care, three through a
positive partner, and two based on symptoms. Six
women had experienced sexual harassment or rape and
11 had experienced partner violence.
Given that HIV transmission risks can overlap, a Venn
diagramwas constructed (Figure 1). Partner’s risk behaviors
were discovered after HIV diagnosis through women’s per-
sonal inquiries, or with the help of a counselor. Eight
respondents chose not to inquire. The HIV transmission
route could not be identified for four respondents.
Pathways leading to HIV transmission
We found several plausible pathways leading to respon-
dents’ HIV exposure (Figure 2). Frequently precipitated
by sexual abuse, premarital sex, or divorce, set to the
backdrop of external systemic vulnerability, such as
unequal gender norms, socioeconomic vulnerability,
and discriminatory public health policies, respondents
tended to be less discriminating in their subsequent sex-
ual/romantic relationships, went on to have multiple
marriages, multiple sexual partnerships, or engaged in
sex work – leading to HIV exposure. These pathways
all shared a common thread, namely (self)marginaliza-
tion due to (in)voluntary nonconformity to social
norms.
Figure 1. Venn diagram showing characteristics related to HIV
transmission risk of the study participants. Possible HIV trans-
mission risks were not identified in four participants.
Table 1. Characteristics of HIV-positive women (n = 47).
Characteristics Number
Point of entry for HIV test
Partner sick or died of HIV-related illness 12
Child sick or died of HIV-related illness 3
Had symptoms of HIV-related illness 11
Antenatal care 7
Screening at sex work venue 10
Others (gynecology clinic, red cross, voluntary testing) 4
Point of contact for interview
HIV outpatient clinic at provincial hospital 26
Municipal general hospital 5






Selling of virginity 1
History of partner violence
Experienced an abusive relationship 11
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Sexual abuse
Six respondents cited suffering from sex abuse. One vic-
tim of childhood sexual abuse grew up believing in the
taboo placed on her – a ruined woman.
“… I woke up to find my stepbrother on top of me, and
I felt something wet… I was eight years old. I was too
afraid to ask anyone, not even my mother. It happened
several times…After that, I felt different. I felt sinful…
When I got older, I felt like a broken person. I felt worth-
less. No good man will ever want me… .” (Rukmini, 37)
Therefore, in adolescence she did not practice abstinence
and dated a married man given that she had already lost
her virginity. She later married a PWID. When they were
both diagnosed with HIV, she expressed that she some-
how merited it. Self-fulfilling prophecy of marginaliza-
tion reinforces distance from conformity.
Premarital sex
Women whose first sexual experience was consensual
premarital sex also accepted their HIV diagnosis as
deserved. Seventeen respondents cited losing virginity
to a boyfriend.
“… I had sex with a boyfriend back then…when I mar-
ried my husband I felt lucky that he wanted me even
though he knew I was not a virgin. So when he later
told me he was HIV positive, I knew I had to accept
him for he had accepted me [not being a virgin at mar-
riage].” (Rininta, 38)
Divorce
Divorce was also stigmatizing and compelled many
women to remarry whoever would take them, while sim-
ultaneously also breeding the perception that they were
only worthy of a certain caliber of man. Eight respon-
dents divorced and remarried before HIV diagnosis.
Among divorced women, decisions to quickly remarry
often meant only later discovering their new husband’s
extramarital sexual relationships and HIV risk. Believing
she needed to remarry, but that she was only good
enough for certain kinds of men, one woman chose to
marry a divorced man over a bachelor only to find out
that he had another wife after he had died of AIDS.
“…my boss set me up with his nephew. We went out
several times, and he gave me a gold bracelet as a
Figure 2. The pathways of life events leading up to HIV exposure (under the blue box). Women have different events as starting point.
The external factors (under the gray boxes) surrounding the life events are socioeconomic factors, gender norms, and government
policies related to sex work and sexual and reproductive health.
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promise. I returned it when I met this man… I thought
that was the right thing [to do]. The boss’ nephew is a
good man, but he’s a bachelor…He deserves a young
unmarried woman… The other man was ten years
older than me and he said he’d been married. So I
thought we were more compatible. If I’d known then
that he still had a wife I wouldn’t have married him.”
(Maemunah, 38)
Multiple marriages
Five respondents had an arranged marriage for financial
reasons. This set them on a cycle of divorces and remar-
riages that eventually exposed them to HIV.
I got married three times. I was fifteen when I got mar-
ried the first time. I am the oldest child and I have five
younger siblings. My parents were poor… I was
arranged to marry a distant relative soon after I gradu-
ated junior high school. I only met him once before mar-
riage. I didn’t want to get married then, but my parents
had to marry me off because it helped with their
finances. (Neni, 40)
Her first sex was forced by the husband, who was twice
her age, and after a few months she ran away. She was
diagnosed with HIV during pregnancy in her third mar-
riage. Poverty entwined with domestic violence also
forced women into increasing HIV risk.
I did not finish school because I got married…He was
around twenty at the time and I was fourteen. He asked
my parents to marry me. We were poor so my parents
said yes… But he hardly ever gave me any money…
We moved a lot to find cheap rent…Once I caught
him cheating, and he got enraged. He hit me and
dragged me by my hair across the room. But he didn’t
want to divorce… so I left him and looked for work
…One day this man offered to give me a ride…He
was very nice. We became really close…He could
give me up to 50k IDR [USD 3.50] per day. My husband
has never done that. Even to get 10k IDR [USD 0.7] to
buy food was very difficult. Sometimes I felt like a beggar
asking him for money. (Tati, 39)
The man left her after she got pregnant and she could not
contact him when she was tested positive for HIV in an
antenatal testing.
Sex work
Marginalization and poverty also led to sex work. Some
women were advised by close friends to pursue sex work
after already having lost their virginity. Limited job
opportunities – besides factory work – also fueled enga-
ging in sex work. Ten respondents cited financial con-
straints as accelerants to sex work.
“… I started working [as a sex worker] to pay for my
younger siblings’ education. My mother doesn’t work,
and my father isn’t there…Me and my siblings have
different fathers and none of them give my mother
money… I would work until all my siblings finish
high school. This kind of job should end with me.”
(Esti, 21)
Marginalization after nonconformity to societal norms
was often reinforced and perpetuated by family mem-
bers, further setting into motion pathways to HIV
exposure. Parents frequently forced their daughters to
marry the first man they had had sex with – even in
instances of rape.
“…Maybe I was drugged, because I hardly remember
what happened…When I told my parents about [the
rape], they were furious. My father went to look for
him and urged him to marry me immediately. We got
married a month later… Two days after the wedding,
a woman with a baby came looking for my husband
…Apparently she was the first wife of my husband…
I had no idea he has a wife…After that, sometimes
he’d stay for a few days and then left, maybe to his
first wife’s home, or maybe somewhere else… I didn’t
want to ask for a divorce. I was already a ruined person,
and being divorced wouldn’t be a good thing.” (Nina,
29)
Divorced women often faced significant pressure from
parents, urging quick remarriage for social status.
Systemic elements
Institutional discrimination and structural inequality
further heightened women’s vulnerability to HIV
exposure; pregnant teenage girls were forced to leave
school as cited by three respondents; and unmarried
women were denied free contraceptives at SRH clinics
as experienced by two respondents.
Sex work criminalization
Policies making sex work illegal bred underground
brothels and illicit sex work activities at karaoke bars
or massage parlors, complicating sexually transmitted
infection (STI) prevention and screening programs.
Five FSW respondents cited the challenges of asking cli-
ents to use condom in underground brothels.
Full quotes illustrating these findings are found in the
Supplementary material table.
Discussion
This study shows that a complex interplay of factors
affect women’s vulnerability to HIV in Bandung, Indo-
nesia. In particular, (in)voluntary deviations from social
norms, such as suffering from sexual abuse, pre- and
extramarital sex, divorce, or sex work, pave pathways
to HIV infection among a hidden group of at-risk
women. Social and structural inequalities, such as
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poverty, discriminatory policies for sex work, and
unequal access to sexual and reproductive health pro-
grams further accelerate these pathways to HIV
infection.
Sex work criminalization, condom confiscation by law
enforcement, and sex work venue licensing (UNDP,
2012) has hampered STI prevention and increased trans-
mission risk due to the lack of condom enforcement at
sex work establishments (Basuki et al., 2002), workers
operating outside of the system (UNDP, 2012), lack of
risk perception among clients (Fauk et al., 2018), and
the power imbalance in condom negotiation between cli-
ents and workers (Muchomba et al., 2015). However,
outside of sex work, the systemic denial of access to con-
traceptives at SRH services for unmarried women (IPPF,
2016) is but one example of structural discrimination
against a “hidden” vulnerable group of women that
exponentially increases their vulnerability to HIV
exposure.
Stigma surrounding premarital sex has also facilitated
HIV expansion. Though unmarried women are not
expected to have sex, extramarital sex among youth is
quite common (Irmawaty, 2013). Yet the lack of knowl-
edge on safe sexual behavior due to poor sexual edu-
cation may have diminished risk perception for HIV
transmission (Wong, 2012) as most schools avoid sexual
education altogether or only discuss biological aspects
(Creagh, 2004; Pakasi & Kartikawati, 2013). A school-
based sexual education program reaching over 81,000
teenagers in West Java (Pohan et al., 2011) was only per-
mitted to promote abstinence (Sumintardja et al., 2011)
due to prevailing norms that youth sex is unhealthy or
dangerous (Holzner & Oetomo, 2004). Moreover, struc-
tural gender inequalities in sexual behavior stigmatizing
women having engaged in premarital sex (Keleher &
Franklin, 2008) may account for young unmarried
women with sexual experience being more likely to
resort to sex work (Miller et al., 2011).
Perception of nonconformity led to (self)marginaliza-
tion that increased HIV exposure. An orthodox
interpretation of religious tenets restricting the ways in
which gender, sex, and reproductive matters are viewed
in Indonesia (Bennett, 2005). While general HIV preva-
lence is lower in Muslim majority countries (Drain et al.,
2006), expectations of conformity to religious and social
norms invokes guilt in women with (in)voluntary devi-
ations. Involving religious leaders in HIV education
(Kemper et al., 2016) should be implemented with cau-
tion; the use of language that judge certain behaviors
could reinforce marginalization.
This study has several limitations. We strove for
maximum variation in the process of purposive
sampling, but some women and their vulnerabilities
may have remained elusive. The retrospective nature of
data collection signifies that the perceptions of certain
life events reflects what respondents feel now versus
when they happened. But as most were major life events,
we believe that their significance remains accurate. To
our knowledge, this is the first study investigating the
intersect between characteristics of HIV-infected
women in Indonesia and their vulnerabilities in the path-
ways to HIV exposure.
Though these “hidden” at-risk women suffered from
external social and structural marginalization, their
acquiesence of and conformity to this marginalization
further accelerated their pathways to HIV exposure.
While reaching at-risk populations is a key strategy in
HIV prevention, a novel and more tailored approach is
needed to reach those with less apparent risk behavior.
Improving access to SRH education and services regard-
less of marital status and incorporating HIV testing in
these services would contribute to HIV prevention
among women in Indonesia.
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